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The major changes needed in California’s mental health services and systems—changes 
made possible by the Mental Health Services Act (MHSA)—cannot come about without 
equally major changes in the mental health workforce. And the profound changes needed 
in the mental health workforce must go far beyond simply an increase in numbers, an 
increase that may be necessary but is certainly not sufficient. It has already been well 
documented in medical care, for example, that a larger workforce does not by itself bring 
about higher quality and more effective services. 

The magnitude of the problems with California’s mental health workforce demands a 
comprehensive approach, a paradigm shift in who are trained, how they are trained and 
retrained, by whom they are trained and in what kinds of settings the training takes place. 
The requirements that dictate who can engage in so-called “professional practice” and 
who cannot, who can provide which specific services and who cannot must also be 
changed. Too frequently, these requirements are unnecessarily restrictive and inhibit 
access for people who need help. Licensing and other practice regulations initially 
designed to protect the public from unqualified practitioners have instead all too 
frequently become a safeguard for the prerogatives of mental health professionals and the 
organizations to which they belong, to the detriment of good, more easily accessible care. 
The changes that are needed will not come easily; they will challenge strong vested 
interests, the conventional wisdom and an inflexible system that at every level and even 
with the best intentions have a substantial interest in preserving the status quo. But 
change we must if we are to be true to the voters in California who supported Proposition 
63, to those whose tax dollars are funding it and to those who need, want and deserve 
effective and accessible mental health services—not the kind overly influenced and too 
often required by professional associations, licensing bodies and academia. The MHSA 
gives California the opportunity to do something that has never been done before: to 
build a new mental health workforce from the ground up, to develop curricula, teaching 
models and the like that focus on the needs of the consumer. 

Recognition of the workforce problems in California and in the rest of the country is not 
new. Beginning at least 50 years ago, a number of prestigious commissions and expert 
panels made countless important recommendations meant to reform the mental health 
workforce, but very few have been adopted (see Appendix for a partial list). The most 
recent recommendations were in the 1999 U.S. Surgeon General’s Report, the President’s 
New Freedom Commission Report in 2003, and, in 2006, the report by the Institute of 
Medicine that as part of its workforce recommendations acknowledged the “…short-lived 
and unheeded commissions, expert panels, reports, and recommendations to improve the 
capacity and quality of the mental/substance use workforce.”   

The Institute report identifies as a major factor in the high mortality rate of workforce 
improvement recommendations, the failure to establish an ongoing body responsible to 
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oversee, advocate for and follow up on converting recommendations to action. The report 
concluded “…that the problems that attenuate the effectiveness of the mental/substance 
use health workforce in America are so complex that they require an ongoing, priority 
commitment of attention and resources, as opposed to the short-term, ad hoc initiatives 
that often characterized responses to the problems in the past.”  What has not been 
possible nationally is now more so in California because of the funds available for 
education and training through the MHSA, the collaboration of diverse stakeholders, the 
single state vs. national focus and the integrated approach made possible by the MHSA 
that includes funding for community services and support, prevention, innovation and 
improved technology. 

The MHSA gives the Department of Mental Health (DMH) the direct responsibility for 
implementing the training and education component of the Act. The Act requires the 
DMH to identify state-wide workforce needs and create a five-year education and 
training plan. The plan is to be reviewed and approved by the Mental Health Planning 
Council (MHPC), also responsible for advising and overseeing the DMH’s development 
of education and training policy and planning. The Oversight and Accountability 
Commission (OAC) reviews and oversees all aspects of the Department’s performance 
related to the MHSA, including the effects of the Act on mental health education and 
training in the State. The Act mandates the OAC to oversee all “human resources” 
components— the activities outlined in the Education and Training Program section of 
the Act. The Act requires members of the OAC to be ex-officio members of the MHPC. 
To carry out these responsibilities, the Commission is asked to “employ … appropriate 
strategies necessary or convenient to enable it to fully and adequately perform its duties 
and exercise the powers expressly granted, not withstanding any authority expressly 
granted to any officer of employee of state government.”   

Ten percent of the funds available under the MHSA is reserved for education and training 
from 2005 to 2008. In any year after 2008, funds may be allocated for human resource 
needs, subject to certain restrictions. The funds designated for education and training 
remain in a trust fund until they are dispersed. According to the DMH’s estimate on 
1/31/2007, approximately $456 million will be available for education and training 
through June 2008.  

Role and Responsibilities of the MHSOAC  
The OAC formed an Education and Training (E/T) Committee with broad representation 
from experts throughout California to help fulfill its responsibility. Committee members 
include leaders of public and private academic and professional behavioral health 
organizations, consumer and family advocacy groups, public mental health programs, 
social rehabilitation agencies, alternative treatment programs, mental health service 
programs, unions and two former county mental health directors. What follows is the 
Committee’s view of its primary responsibilities and what is needed to improve the 
capacity, responsiveness and effectiveness of California’s mental health workforce. 

The primary responsibility of the E/T Committee is to inform and advise the OAC 
regarding mental health workforce issues and to recommend strategies for improvement. 
The Committee considers its responsibilities to include the following:  

 Articulate a vision for change in California’s mental health workforce 
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 Identify California’s key mental health workforce education and training issues 
and strategies for bringing about positive change, consistent with the values, goals 
and intended outcomes enumerated in the MHSA 

 Ensure that the perspectives and expertise of diverse people with mental health 
issues and their families as well as a broad spectrum of stakeholders inform the 
Committee’s work and all aspects of California’s mental health training, 
education and workforce development  

 Ensure that the OAC’s perspective and efforts in education training are integrated 
into its work on the other components of the MHSA: community services and 
support, prevention and early intervention, innovation, technology and capital 
facilities 

 Through the OAC, present recommendations to DMH, the MHPC, the governor, 
legislature, counties, diverse stakeholders and the public regarding the mental 
health workforce  

 Work collaboratively with DMH, the MHPC, consumers and family members and 
other stakeholders toward consensus regarding workforce needs, principles and 
strategies. Ensure that these principles and strategies are reflected in five-year 
plans, funding guidelines and funding decisions  

 Oversee and evaluate actions taken by the DMH, the counties and others in 
improving the mental health workforce in California to ensure fidelity with the 
provisions and intent of the MHSA. 

Key Objectives 
The OAC recognizes that two things, both important, must begin quickly and proceed 
together – meeting the short-term needs for a larger and more effective mental health 
workforce to implement the programs already being funded under the other components 
of the MHSA and, certainly no less important, to bring about the major changes needed at 
the core to transform over the longer term the mental health workforce needed in the 
future so that short-term approaches will no longer be necessary. 

The overall goal is to enhance the competence, diversity, effectiveness and productivity 
of California’s mental health workforce. The objectives that follow are simple to state but 
broad in their scope, far reaching in their effects, formidable to accomplish and faithful to 
the principles embodied in the MHSA. When achieved, they will have an unprecedented, 
enduring and profound effect on the mental health workforce not only in California but as 
a model for the rest of nation. They are as follows: 

 Develop and implement the incentives that will motivate greater numbers of 
people to join the mental health workforce and remain in it, and improve the 
conditions and job satisfaction of those already in the workforce 

 Change the composition of the mental health workforce by acknowledging that 
good mental health services are not solely dependent upon clinicians with 
graduate degrees and by creating greater opportunities for the training and 
employment of a much broader range of mental health workers than ever before 
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 Bring about changes in licensing requirements and practice restrictions that 
unnecessarily limit access to needed mental health services 

 Increase the number of well-qualified mental health practitioners and improve 
their distribution throughout California 

 Develop new and innovative training and education programs that will bring 
together people who do not seek degrees and those who do, using curricula that 
are competency-based, interdisciplinary, focused on consumer needs rather than 
those of any particular professional group and that effectively teach skills to 
promote recovery and resilience. 

 

Recommendations and Approaches 

Alleviate the shortages and maldistribution of mental health workers  
Nationally and in California, the shortage and maldistribution of mental health workers is 
well documented and widely reported. Particularly severe shortages have been noted in 
rural areas. In addition, there are urgent shortages of mental health practitioners with 
skills to work with such high-need groups as children, older adults and diverse 
populations. It is expected that there will be an increasing demand for practitioners with 
these competencies. Despite substantial agreement about the nature and extent of the 
problems, efforts to improve the situation have been largely unsuccessful.  

The MHPC estimates that the vacancy rate for mental health professional positions in 
California exceeds 30%. The majority of California’s licensed mental health workers are 
located in urban settings, with nearly 70% employed in The San Francisco Bay Area, 
Orange, Los Angeles and San Diego Counties. A study conducted by the University of 
California San Francisco in 2003 estimated that the need in California for mental health 
services will increase between 16 and 30 percent from 2001 to 2010.  

While most studies focus on documented shortages principally of licensed, mental health 
professionals, mental health care is also provided by unlicensed, (and largely under-
recognized) people, including peers (mental health consumers and their family members), 
paraprofessionals and various religious, tribal and community leaders, as well as by 
primary care practitioners and other physicians.  

Shortages of mental health practitioners are exacerbated by significant employee 
turnover, with annual rates estimated at between 25-50%. Turnover is expensive and has 
a negative effect on the quality of services, staff morale and productivity. To help address 
this issue, wages and working conditions must be improved as well as more skilled 
supervision, relevant training, realistic and flexible workloads, relief from obsolete 
regulations and opportunities for advancement. Sources of burnout, including stress, 
emotional exhaustion, demands that exceed resources, marginalization of consumers and 
people of color and role conflicts need to be addressed and ameliorated.  

It is unlikely that traditional remedies alone, such as providing stipends, forgiving loans, 
etc., will be sufficient to produce the significant long-term benefits required, given 
limited funding, this strategy’s high cost per participant and the preference of many 
professionals to work where they have received their training. More fundamental 
approaches must be considered.  
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Approaches to Consider 
 Increase the number and quality of entry-level mental health training programs for 

current employees and new mental health practitioners, including non-degree, 
AA-degree and bachelor’s-degree programs and expand their roles 

 Educate mental health practitioners to work in creative partnerships with primary 
care and provide training and support for primary care practitioners 

 Develop and implement a major public service campaign to attract people into the 
mental health field, with a focus on underserved communities  

 Conduct an analysis of working conditions and wages for the mental health 
workforce and require that all practitioners be paid competitive wages and have 
positive working conditions 

 Help mental health organizations improve their climate (employees’ perceptions 
and emotional responses to the workplace) and culture (organizational behaviors, 
norms and expectations), both of which have a significant effect on turnover  

 Provide supports such as housing stipends and/or preferential housing loans or 
sabbaticals and increased compensation to mental health practitioners who work 
in under-served communities  

 Increase the use of evidence-based and promising practices to enhance the 
efficiency and effectiveness of the mental health workforce; ensure that efforts to 
increase practitioner efficiency recognize and support the time required for quality 
clinical services and relationships  

 Remove the restrictions on the ability of well-trained psychiatric nurse 
practitioners to practice and prescribe psychoactive drugs without requiring the 
availability of an M.D.; this change is particularly important in rural areas where 
there is a severe shortage of psychiatrists and few non-psychiatrist physicians 
whose knowledge of psychotropic drugs is sufficiently helpful 

 Increase the number of people served through a greater use of group therapy and 
other group approaches, taking into account the challenges posed by group 
members who speak different languages 

 Increase the amount, usefulness and availability of web-based counseling, self-
help information and resources; increase the number of people with access to the 
Internet 

 Increase resources and build practitioners’ skills in the use of telementalhealth 
models to expand access to mental health services, especially in rural 
communities throughout the State. 

 Strengthen the leadership, administration and management of mental health 
organizations to enhance their efficiency and productivity. 
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Adopt and implement major changes in the graduate education of mental 
health professionals to improve skills and enhance outcomes 
Inadequacies in the graduate education of mental health professionals, and related deficits 
in practitioners’ skills, have been well documented and present formidable barriers to 
change. The content of current mental health graduate training, for example, is not 
sufficiently responsive to consumer needs. Too much of what is required in the curricula 
is influenced by professional guilds, licensing requirements and academic inertia, is not 
sufficiently relevant to practice and therefore rarely used again. Problems in graduate 
training are numerous and include the following: 

 Graduate training of mental health professionals is characterized by seemingly 
impenetrable single-discipline silos, despite the growing recognition that the most 
effective interventions are cross-cutting and integrative. There is little 
interdisciplinary training and psychologists, psychiatrists and other mental health 
professionals are not exposed to the advances made in fields other than their own 

 There is no agreed-upon competency-based core skill set or knowledge base for 
mental health practice that is incorporated into training programs; individual 
efforts to define competencies have not evolved into consensus frameworks or 
models  

 Competencies needed for recovery-based mental health practice have not been 
widely adopted. Practitioner skills to support resiliency, recovery and 
collaboration–the hallmark of the MHSA–are featured in too few training 
programs 

 Practitioners are not taught to work effectively with ‘non-traditional’ providers of 
mental health services, including primary care. This is important since most 
people who seek help for mental health problems, especially people of color and 
older adults, do so from their primary care physicians, who prescribe by far the 
majority of psychotropic medications and are not sufficiently prepared to do so 

 While mental health professionals are charged by licensing requirements and 
professional standards to work within their areas of competency, few mechanisms 
are in place to verify the competencies of individual practitioners  

 Training programs do not focus sufficiently on collaborative treatment planning, 
quality improvement strategies, or explicit outcomes for consumers 

 Insufficient emphasis is placed in training on technologies such as 
telementalhealth and the use of the Internet to make services more accessible and 
promote self-help 

 While ‘cultural competency’ is often included in training programs, there are few 
ways to ensure that practitioners are willing and able to apply the requisite 
knowledge and skills 

 Few programs utilize teaching methods that have proven efficacy.  

Making the needed significant changes in mental health education and training, especially 
at the graduate level, is a formidable challenge. Resistance to change is strong – the 
training gaps described here have been documented for at least 25 years. It is important to 
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identify institutions that may be receptive to change and/or those that have initiated 
change, and provide incentives to motivate and support them. It is also important to fund, 
on a pilot basis, new interdisciplinary programs that use effective teaching methods to 
teach the knowledge and skills essential to a skilled, effective mental health workforce. 
Transformation of the mental health workforce will require dramatic changes in who is 
trained and what is taught.  

As a result of the problems with training and education, too many clinicians lack core 
skills. Despite varied efforts to define mental health competencies, there is not yet 
substantial agreement on how to define, contextualize and assess competencies. In 
addition, there are widespread shortages of specific skill sets, such as prevention and 
early intervention, group therapy, family therapy and treating co-occurring mental health 
and substance-use disorders. Many clinicians are not taught to collaborate with and learn 
from consumers and family members: for example, providing information about 
treatment options, making treatment decisions jointly, supporting self-help and advocacy 
and helping people address their material and survival needs.  

There continues to be a serious lack of cultural and linguistic competency in the mental 
health workforce, resulting in poor assessments, misdiagnoses, inappropriate treatment 
plans, inadequate and inaccessible services, as well as burnout for those staff with 
knowledge and skills to serve consumers and family members from diverse communities 
and who speak diverse languages. This is a particularly urgent problem in California, 
where 29% of non-English speakers in the U.S. live despite being home to only 12% of 
the country’s overall population and where residents speak 48 Asian/Pacific Islander 
languages. Over 25% of California legislative districts have a majority of residents who 
speak a language other than English at home. California ranks first in the United States in 
the percentage (20% of the general population and 25% of the school-age population) of 
its population that has difficulty speaking English; an estimated 40% of Californians 
speak a language other than English at home.  

Approaches to Consider: Practitioner Training and Skills 
 Articulate and require standards for training and retraining mental health 

practitioners in desired skill sets, including curricula and teaching methods 

 Develop, identify and teach culturally competent and recovery-oriented 
approaches to mental health practice at all levels, including prevention, outreach, 
engagement, assessment, diagnosis, treatment planning, service delivery and 
evaluation; teach practitioners to address the self-defined needs of their clients 

 Identify and support those graduate education and training programs that have 
demonstrated successful practices and positive outcomes and provide incentives 
for others to do so 

 Develop new approaches such as a California Academy of Mental Health in 
which people of all levels who aspire to work in the mental health field are trained 
together, from non-degree certificate programs through graduate degrees in 
mental health. People who are trained together are more likely to work well 
together and cross-fertilization can be a valuable teaching tool. The curricula for 
each level of intensity would be built from the ground up, focused on the core 
competencies required for effective mental health services and drawing on state-
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of-the-art knowledge from biology, psychology, social science, the experience of 
diverse mental health consumers and their families and mental health 
practitioners.  

 Utilize teaching methods that have demonstrated the capacity to increase skills 
and promote positive outcomes, with an emphasis on interdisciplinary, applied, 
experiential and didactic teaching/learning methods 

 Offer increased opportunities for trainees to learn in settings where they will 
eventually practice, including community-based settings and settings that have not 
traditionally been defined as mental health; increase the “real world” focus in 
graduate training 

 Increase the supply of skilled faculty, especially those actively practicing the 
skills they teach; reward excellence in teaching  

 Identify and require demonstration of core competencies for all mental health 
clinicians, across licenses and link competencies to outcome 

 Develop and disseminate competencies that support prevention, wellness and 
resilience, from diverse cultural perspectives 

 Increase practitioner competencies in non-clinical skills such as information 
technology, data analysis, working with managed care and other third-party 
systems, administration, leadership, etc.  

 Define standards and competencies for training supervisors; create systems of 
accountability to track supervisors’ behavior and its impact on  people they 
supervise 

 Define and communicate standards and competencies for trainers. 

Make fundamental changes in licensing and continuing education  
California’s professional mental health licenses vary substantially by discipline in their 
requirements for education, supervision, continuing education and approaches to 
demonstrating competency. They do not sufficiently focus on the knowledge and skills 
most relevant to practice. All require supervised experience, e.g., internships but they 
differ in amount, the settings in which the supervision takes place, type and other 
characteristics.. Few if any require demonstrated skills to support recovery and resiliency, 
work across disciplines, mitigate the consequences of serious mental illness, focus on and 
document clear outcomes, or other approaches that are essential to successfully 
implementing the MHSA. And although most licensing boards require course work in 
such useful areas as ethics, substance-use disorders, working with older adults and 
domestic violence, these are not consistent across licenses and are not sufficiently 
relevant to practice.  

Most continuing education relies on one-time didactic lectures, workshops, or 
conferences; none of these methods have demonstrated efficacy in improving practitioner 
performance or consumer outcomes. Skills related to recovery, resilience, wellness and 
supporting consumer- and family-led efforts are generally not featured in continuing 
education programs, and opportunities for practitioners to learn from consumers and 
family members are very limited.  
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Approaches to Consider 
 Convene a group of experts to engage in a comprehensive review of all California 

mental health licenses – requirements for new and continuing licensure, 
procedures, effects on clinician performance and relevance to effective practice 

 Make the demonstration of skills a foundational requirement of new and ongoing 
licensing, certification and continuing education; competencies should focus on 
behavior, in addition to knowledge and skills 

 Adopt an inter-disciplinary approach that requires demonstration of core 
competencies among the disciplines, with additional competencies required for 
certification in areas of specialty practice 

 Include more opportunities for active learning in public mental, community-based 
and cross-system settings as a precursor to licensure and for continuing education 

 Improve continuing education by expanding content guidelines, adding required 
courses in areas of MHSA priority, diversifying teaching methods, creating 
opportunities for more active and individualized learning, involving diverse 
consumers and family members and more rigorously assessing course offerings 
and outcomes.  

Increase the number of consumers and family members employed in the 
mental health workforce 
Employment of mental health consumers and their family members is a requirement of 
the MHSA. Consumer/family employment is essential to improve services and also is an 
important element in recovery. Qualified consumers and family members need 
opportunities to contribute across the entire range of roles and responsibilities, including 
outreach and engagement, direct services, peer support and peer counseling, evaluation, 
training, technical assistance, policy development, advocacy and management.  

Progress is being made. According to a 2003 study conducted by the MHPC, 86% of the 
counties employ at least one self-identified consumer or family member, including those 
in civil service positions as well as in contracted community-based agencies. Most (75%) 
work part-time. DMH estimated in a study conducted in 2006 that 20% of the new 
MHSA positions created statewide by counties through their community services and 
support funding were specifically designated for consumers and family members.  

A number of strategies have been identified to support the successful integration of 
consumers and family members into the mental health workforce. One important need is 
for training. Despite the critical role they can play in providing mental health services and 
supports, consumers and family members do not frequently enough receive sufficient 
mental health training. The training they do receive is fragmented and the programs that 
exist are not sufficiently coordinated. Further, the transition to employment is made more 
difficult by the limited availability of part-time jobs, potential loss of benefits and other 
issues. Many strategies that support increased employment of consumers and family 
members can also facilitate increasing the range of people in the mental health workforce, 
including those without graduate degrees or professional licenses.  
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Approaches to Consider 
 Give priority to hiring consumers and family members at all levels, including 

administration 

 Change practice and employment requirements that are unnecessarily restrictive 
about who can provide mental health services  

 Proactively recruit consumers and family members as trainers to the mental health 
workforce in order to convey the actual experience of illness, treatment and 
recovery and promote more effective practices 

 Train and support consumers entering the mental health workforce  

 Develop training programs that grant certification for consumers and other who 
complete the requirements  

 Coordinate existing training programs and develop common competence-based 
curricula 

 Train and support existing staff and leaders in the mental health workforce to 
welcome consumers and family members and to create positive collaborative 
relationships that respect and utilize different realms of expertise 

 Create a central registry and resources to link consumers and employers with job 
opportunities, including support for both 

 Prioritize involvement and leadership of consumers and family members in the 
development of regional workforce collaboratives 

 Support people transitioning from consumers to employees of mental health 
organizations, including more part-time work options, workplace 
accommodations, counseling and accommodations related to benefits and help 
with role transitions.  

Increase the diversity of the mental health workforce  
People of color, the majority (53%) in the State, continue to increase in their proportion 
of the population. Nonetheless, California’s mental health workforce lacks diversity and 
does not reflect the population served or those with unmet service needs. Although exact 
numbers for the racial and linguistic backgrounds of the statewide mental health 
workforce are lacking, it is clear that non-white providers are not represented in 
proportion to their numbers in the population. A 2000 study of California psychiatrists 
reported that only 8% were Asian or Pacific Islander and 5% were African American or 
Hispanic. Fresno, home to 22,456 Hmong residents (according to the 2000 Census), had 
in 2006 only three licensed Hmong mental health practitioners.  

It is a nationwide problem as well; nationally minorities make up approximately one-
fourth of the population but only 10% of mental health providers. In the country as a 
whole, it is estimated that while about a third of the population consists of ethnic 
minorities, over 90% of psychologists, social workers and family therapists are non-
Hispanic whites; 65%-71% are women. African Americans are less than 4% of the U.S. 
mental health workforce. The ratio of Asian Amercan mental health providers to U.S. 
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Asian American populations is about half the ratio for whites; the implications of this 
disparity are complicated by the fact that the term “Asian American” comprises at least 
43 different ethnic groups. It is estimated that less than 1% of U.S. psychologists are 
Hispanic. There are approximately 29 Latino mental health professionals for every 
100,000 Latinos in the United States, compared to 173 Caucasian mental health 
professionals per 100,000 Caucasians in the population.  

An urgent priority is for the mental health workforce to reflect California’s population in 
language, race and culture, and also increase its competence to work successfully with 
people from diverse backgrounds. The New Freedom Commission calls for the mental 
health workforce to include “individuals who share and respect the beliefs, norms, values 
and patterns of communication of culturally diverse populations.” According to the 
president of the California Wellness Foundation, “a significant body of research indicates 
that a workforce that more closely mirrors the racial and ethnic diversity of our state will 
increase access to care and improve the quality of care that is delivered.” A mental health 
workforce reflecting consumers in race and language encourages people to enter, 
participate in and profit from treatment. There is also evidence that experiences 
associated with exclusion, racism and lack of control have significant and negative 
mental health effects. The experiences of immigrants and, especially, of refugees have 
significant potential for mental health consequences. These issues are more likely to be 
understood by practitioners with similar experiences, and also must be addressed 
effectively by all mental health practitioners.  

Many people of color in California are immigrants or refugees, with additional risks for 
mental health problems as well as strengths from family and cultural supports. For 
example, many refugees have experienced war, trauma, displacement, and separation 
from family members, in addition to psychosocial and environmental problems in the 
host country that negatively affect their mental health –including re-traumatizing 
violence. Immigrants frequently must cope with an array of issues: for example, different 
levels of English proficiency and acculturation among generations within families, a 
sense of separation from both the original and new culture, and/or instability and 
marginality from undocumented status. It is an urgent need to recruit and employ as 
mental health practitioners immigrants and refugees, who understand experientially the 
needs of people who have undergone such experiences. 

It is particularly important to provide mental health services in languages spoken by 
consumers. In a 2006 analysis by the California Department of Mental Health, counties 
identified culturally and linguistically diverse mental health practitioners as among their 
most urgent workforce needs.  

The priority for a mental health workforce that reflects the population is not a substitute 
for increasing all practitioners’ cultural and linguistic competence to work effectively 
with diverse individuals and communities. The Annapolis Coalition on the Behavioral 
Health workforce has described this as a “crisis point” and the MHPC has called it “one 
of the most urgent issues facing the mental health system.”   
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Approaches to Consider 
 More actively recruit and support people of color, from diverse backgrounds and 

those who speak languages other than English, including immigrants and 
refugees, for all levels of mental health training programs (non-degree through 
licensed professionals) 

 Ensure that consumer and family involvement at all levels, including education 
and training, reflect California’s diversity; actively reach out to consumers and 
family members from underserved communities 

 Increase the number of practitioners, especially people of color, who provide 
mental health services and supports in non-traditional settings.  

 Increase educational, emotional and practical support and mentoring for people of 
color and bilingual/bicultural people at all levels of the mental health educational 
system, internships and workforce, including financial supports 

 Collect more adequate baseline information regarding race, ethnicity and 
language capability of mental health practitioners, broadly defined 

 Increase pay and reduce caseloads for bilingual mental health professionals 

 Provide more financial incentives to motivate an increase in the number of 
bilingual training programs and trainees 

 Ensure that leaders in California mental health reflect the state’s diversity, and 
that they have the necessary skills to manage and support a diverse workforce 

 Give priority to educational and advancement opportunities for people of color 
currently in the mental health workforce who want to increase their skills and 
contributions 

 Increase the quality of education for students of color in mental health training 
programs by diversifying the faculty and broadening the content of the curriculum 
to reflect diverse approaches and values 

 Conduct community outreach and marketing campaigns to improve the image of 
mental health professions in diverse communities 

Strengthen the leadership and administration of mental health 
organizations   
Effective leadership is one of the keys to organizational excellence and a critical element 
in successfully implementing the MHSA. This is particularly the case because the 
majority of people with serious mental illness are seen in organizations of one form or 
another rather than in solo private practice. 

Leadership is required to create and sustain organizations that achieve positive outcomes, 
continuously assess and improve services and replicate the most effective strategies and 
interventions. Leaders are essential to creating positive organizational environments in 
which a diverse, transformed workforce can learn continuously and thrive, and where 
they will be motivated to continue working. Effective management and supervision of 
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mental health treatment teams is positively associated with consumer satisfaction, quality 
of life and enhanced productivity.  

California’s mental health leaders at all levels must master many roles, negotiate 
uncertain and constantly shifting boundaries and address the needs of a wide range of 
constituents and funding sources, while advocating for and implementing change. 
Particular challenges facing California’s mental health leaders include the following: 

 After decades of under-funding and “fail first” policies, there is insufficient 
infrastructure to properly support mental health organizations.  

 Mental health leaders who are clinicians that have advanced through the ranks are 
not necessarily well versed in the leadership and administrative skills essential to 
effective organizations. Non clinician leaders may not be sufficiently cognizant of 
the special needs and characteristics of the mental health organization and the 
environment in which it operates.  

 Research demonstrates that practitioners’ perception that their leaders and 
supervisors are supportive is critical for workforce retention.  

 A critical need of the new mental health workforce is for people from diverse 
backgrounds and perspectives to work together effectively, supporting each other 
and making good use of each other’s expertise; this challenge requires strong 
leadership.  

 Most training workshops are primarily motivational; actual skill development 
occurs after the workshop, when trainees implement new practices such as those 
supporting recovery, resilience and cultural competency. It is essential that 
supervisors and organizational leaders support these new practices inspired by 
training or little will be accomplished.  

 People who enter the mental health workforce, at all levels, including consumers 
and family members, need career pathways that include the potential to rise to 
leadership positions.  

 There are few training programs in mental health administration, either free-
standing, part of graduate training in the mental health professions or in schools of 
public health, public administration and business administration.  

The mandate for California’s mental health leaders, including consumers and family 
members, is to provide the vision and skills required to create and maintain organizations 
that prioritize recovery, resilience and cultural competency, and extend effective services 
to communities whose needs are not currently being met. To transform the California 
mental health system in ways envisioned by the MHSA, it is essential to educate and 
strengthen mental health leadership at all levels. Research indicates that state directors of 
mental health, for example, perceive a need for increased skill development in the areas 
of management and leadership. Leadership training is likely to bring about increased 
efficiency in the mental health workforce, and greater productivity, making better use of 
limited funds.  
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Approaches to Consider 
 Develop and pilot educational programs and pathways for people who want to 

become leaders and administrators of mental health organizations and help 
expand those programs that may already exist 

 Develop programs specific to mental health administration within existing 
graduate programs in health, public and business administration and as a specialty 
area in psychology, psychiatry, social work etc. 

 Provide training in oversight and accountability for board members of non-profit 
mental health organizations that provide services in the public sector 

 Support leadership training programs for consumers and family members who 
want to assume or expand leadership positions in mental health organizations 

 Provide opportunities for line mental health workers to expand leadership skills  

 Support public and private mental health leaders who are incorporating new 
programs and relationships into their service delivery systems so they can create 
organizations that support effective practice 

 Train supervisors to increase their management skills. 

Increase the adoption rate of practices that demonstrate positive outcomes  
According to the MacArthur Foundation, “No longer is there a question about whether 
effective treatments for mental illnesses exist. They do. The challenge now is to move 
past the barriers to seeking and receiving treatment and to bring the results of research to 
the service of those in need around the world.”  The 2006 Institute of Medicine report 
notes that “there continues to be a large gap between what is known, what is taught and 
therefore what is done in practice.”  

This gap includes evidence-based practice and practice-based evidence–two approaches 
to demonstrating that specific interventions lead to positive outcomes. Evidence-based 
practice can be defined as approaches that have been proven through research, ideally 
randomized trials, to deliver a desired result. Practice-based evidence requires a 
systematic effort to understand and monitor the experiences of consumers and 
practitioners with regard to what works best in a particular treatment or service to bring 
about positive outcomes. Both of these approaches have imitations but both have much to 
offer as practice and research continue to inform and enrich each other. Neither approach 
is yet sufficiently taught in clinical graduate training programs, and there are very low 
rates of adoption by most mental health practitioners. To be successful, both require a 
therapeutic alliance between the consumer and the clinician.  

The use of strategies that enhance recovery and resilience has great potential benefits for 
consumers and their families. A population-based survey indicated that only 25% of 
respondents with a serious mental illness received treatment consistent with evidence-
based guidelines. Research indicates that low confidence in the outcome of therapeutic 
services is a major deterrent to seeking care.  

Consumers, family members and some clinicians express serious concerns that evidence-
based practices are too limited, that they encourage ‘cookie-cutter’ care and preclude 
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practices that are experienced as successful but have not been tested scientifically. Much 
of the research on evidence-based practices was conducted before the emergence of a 
recovery vision for mental health, and does not sufficiently address this orientation. For 
these and other reasons, it is also important to emphasize and teach practice-based 
evidence and promising strategies.  

Approaches to Consider 
 Provide incentives for professional and other practitioner training and education 

programs, including continuing education, to teach approaches that have 
demonstrated positive outcomes, specific to age, race, gender, culture, sexual 
orientation and other relevant factors 

 Identify the outcomes that consumers and/or their family members desire and 
teach the skills that promote these outcomes 

 Expand research and use of practice-based evidence to include recovery and 
resilience outcomes defined by diverse consumers (as opposed to traditional 
definitions such as hospital relapse, length of stay, or symptomatology); examples 
of recovery outcomes include self-acceptance and confidence, empowerment, life 
satisfaction, improved relationships and social support and participation in 
meaningful roles and activities 

 Teach skills and provide resources to practitioners to help them assess what 
practices are and are not working, including ongoing assessment of consumers’ 
satisfaction with the therapeutic relationship and their perceptions of the outcomes 
of treatment and other interventions  

 Teach practitioners to practice in ways that are likely to have a positive impact on 
system-level outcomes: for example, to eliminate disparities in mental health 
services.  

Increase the emphasis on prevention and early intervention in workforce 
training programs  
A key priority in the MHSA is prevention and early intervention, for individuals, families 
and communities. Not only is this a discreet area of emphasis for designated funding, the 
Act envisions that the mental health system as a whole will move toward prevention and 
early intervention: “help first” rather than “fail first.” This desired change is hampered by 
a lack of emphasis in most training programs on prevention, early intervention and 
strength-based approaches. There has been relatively little emphasis nationally on this 
dimension of workforce development, with the exception of substance-use disorders.  

Approaches to Consider 

 Identify and gain consensus on core competencies in mental health 
prevention/promotion and early intervention  

 Teach and provide opportunities for practitioners/trainees to practice effective 
prevention and early intervention strategies: for example, to identify and build on 
strengths, combat stigma, enhance natural and community networks, support and 
advocate for consumer and family members, develop collaborative goals, support 
traditional and community healing practices, help people mobilize concrete 
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resources and practice other critical skills associated with prevention and 
community education 

 Enhance practitioners’ skills to work in and collaborate with diverse community 
settings and services, including education, medical care, social services, housing, 
criminal justice/probation, youth programs, elder programs and residences and 
faith-based organizations 

 Strengthen practitioners’ ability to reach out to diverse people with mental health 
concerns, build trust and mutual respect and create alliances, often by going to 
where people are 

 Increase the number of access workers located in a variety of settings, who offer a 
friendly ear, support, assessment, service navigation and coordination, 
information, personalized referrals and self-help/social support strategies 

 Enhance practitioners’ skills in helping low-income consumers address economic 
and survival issues, including homelessness, unemployment, poor housing and 
experiences of violence and trauma that are risk factors for mental illness and for 
worse outcomes from mental illness 

 Increase understanding of biological, psychological and social underpinnings of 
psychological well being and psychological disorder, including emerging research 
on the brain and neurobiology 

 Identify, train and support community-based practitioners in diverse settings who 
are in a position to identify early signs of mental illness and provide positive 
interventions 

 Train and provide technical assistance to physicians, parents, school personnel 
and others in the community to help them identify and intervene positively with 
people who may be showing early signs of a potential mental disorder. 

Create a sustained commitment to bring about changes in the mental 
health workforce 
As described earlier, numerous and noteworthy recommendations to transform the mental 
health workforce have not led to lasting or significant change. According to the Institute 
of Medicine, successfully addressing mental health workforce challenges requires 
ongoing, broad-based effort. 

In order to bring about fundamental changes, a highly visible, centralized, enduring 
structure is needed to stimulate and coordinate a range of essential resources.  

Approaches to Consider 
 Authorize MHSA funds for a Council to support the fundamental changes needed 

in California’s mental health workforce. This body should include representatives 
from consumer and family groups, the MHSOAC, DMH, MHPC, County Mental 
Health Directors Association, California Institute of Mental Health, academia at 
all levels, regional workforce collaboratives, primary care, mental health 
practitioners, licensing boards and other stakeholders. The purpose of this Council 
would be to create, implement, evaluate and oversee a comprehensive plan to 



Page 17  9/21/2007 

strengthen the quality and capacity of the mental health workforce, to bring about 
and help maintain the needed changes, and thereby to improve mental health 
outcomes in California. The Council would serve a variety of purposes, for 
example: 

 Address and resolve policy issues relevant to changing the mental 
health workforce 

 Ensure that curricula, including required competencies, are updated and 
emerging strategies, knowledge and resources are disseminated and 
made available to people in the field, to support a continuously 
educated mental health workforce 

 Create a sustained source of MHSA funding for mental health 
workforce development after fiscal year 2007-2008 

 Coordinate efforts to leverage additional resources to strengthen the 
mental health workforce 

 Collaborate with other California efforts, such as the Employment 
Development Department’s one-stop employment centers for persons 
with disabilities 

 Evaluate the extent to which needed changes and progress are being 
made 

 Issue periodic reports on progress and on issues that need to be 
addressed 

 Continue to promote and advocate for needed changes 

 Provide centralized support for developing local, regional and statewide 
mental health workforce collaboratives. 

Conclusion 
There are no greater barriers to fulfilling the objectives and vision of the MHSA than 
those now evident in California’s mental health workforce. Successful implementation of 
the Act and therefore the transformation of mental health services in California are 
simply not possible without a workforce accessible to California’s diverse 
communities— one with the knowledge, resources, skills and commitment to provide 
responsive and effective services. Such a workforce does not now exist in sufficient 
numbers. Change will require training and support for existing workers, infusion of new 
workers, effective leadership, new ideas, greater resources and a transformed and 
expanded educational and training capacity. It will also require a willingness to challenge 
the conventional wisdom, the inertia and the vested interests that for too long have 
prevented Californians from getting the mental health services they need and deserve. 
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Appendix – Partial List of Past Workforce Recommendations 
 

 The American Psychiatric Association Committee on Medical Education, 1956  

 The final report of the Joint Commission on Mental Illness and Health: Action for 
Mental Health, 1961 

 The National Association of Alcohol and Drug Abuse Counselors, 1972 

 The Association for Medical Education and Research in Substance Abuse, 1976 

 The President’s Commission on Mental Health, 1978 

 Institute of Medicine, 1990, 2003 and 2006 

 Substance Abuse and Mental Health Services Administration (SAMHSA), 1993, 
2000, 2002, 2005 

 U.S. Surgeon General, Department of Health and Human Services, 1999 

 Annapolis Coalition, a program initiated in 2001 by the American College of 
Mental Health Administration  

 President’s New Freedom Commission on Mental Health, 2003.  
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